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NEBRASKA STANDARD REPORTING FORMAT 
FOR SEX OFFENDER EVALUATIONS 

FOR ADULT CLIENT’S  
 

EXPIRATION OF EVALUATION: 6 MONTHS 
 

A. DEMOGRAPHICS AND IDENTIFIERS:  
o Name 
o Age 
o Employment Status 
o Etc. 

 
B. PRESENTING PROBLEM/PRIMARY COMPLAINT:  

o External leverage to seek evaluation 

o When was client first recommended to obtain an evaluation  

o Who recommended the client obtain an evaluation 

o Synopsis of what led client to obtain an evaluation  

o Pertinent present risks  

 

C. LEGAL AND CASE HISTORY:  (information from Criminal Justice System) 

o Criminal History and Current Legal Status (including pending and dismissed charges at the state and national 
level) 

o SSI Simple Screen Results  
o Incarceration or Probation (Review PSI and Law Enforcement reports) 
o Victim Information 

 
D. COLLATERAL CONTACTS (information from Family, Friend, Criminal Justice, Other)  

o Name  
o Title  
o Relationship   
o Agency 
o Date of Signed Release  

Describe involvement of and plan for contact with persons identified above 

 

 

 

E. SOCIAL HISTORY AND SUPPORT SYSTEM:  

o Place of birth, living arrangements past and present:  

o Environmental Influences 
o Roommates 
o Moves and Reasons  
o Housing Conditions 
o Economic status 
o Monitoring/Supervision statues 

 
o Friends, perceived support (close friends, acquaintances) 

o List groups involved in  
o Pro social activities  
o List disruptions in support 

o FAMILY DYNAMICS OR HISTORY 
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o Family Demographic and Historical Information 
o Divorces 
o Separations 
o Deaths 
o Incarcerations of Parents/Client, and significant others 
o Cultural influences 
o Religious Affiliations  
o Relationship with family members (how often they get together, phone email in person) describe 

how they get along  
o    CURRENT STRESSORS IN CLIENT/FAMILY’S LIFE 

 
F. ACADEMIC/EDUCATION, INTELLECTUAL, AND VOCATIONAL/EMPLOYMENT HISTORY   

ACADEMIC/EDUCATION HISTORY  
o Current Grade 
o Most Recent IQ and Historical 
o Academic History including Strengths and Areas of Concern Identified by Parents/Teachers 
o Learning Disabilities, Behavioral Disorders, or Impairment 
o Behavioral Health symptom on Academic History   
o Interventions and Outcomes 

 
EMPLOYMENT/VOCATIONAL HISTORY   

o Current employment 
o Past employment 
o Longest employment  
o Behavioral Health symptoms impact on Vocational History   
o Vocational Training  
o Military Experience 

 

G. MEDICAL and MEDICATION HISTORY (past and present)  

o Prenatal, Birth, Developmental Milestones 
o History of Injuries and Illnesses, Handicapping Conditions 
o Chronic Medical Conditions  
o Current Medications (not specified above) 
o Allergies 
o Sexual Development, Menstrual History, Pregnancies, Births, or Fathered Children 
o Significant Family Medical Information 
o Cognitive issues 

MEDICATION HISTORY (past and present) 

o Name of medication 

o Dosage   

o Reason Prescribed    

o Prescribing Physician      

 

H. PSYCHOLOGICAL AND MENTAL HEALTH (BEHAVIORAL HEALTH) HISTORY (diagnosis, IQ scores) 
o Symptoms 
o Diagnoses History 
o Prior mental health treatment/issues (past counseling, trauma, out of home placement) 
o Prior Mental Health Treatment (outcomes) 
o Medications Used for the Treatment of Mental Health Issues 
o What was the Effectiveness of these Medications? 
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o VICTIM ISSUES (sexual, physical, neglect, emotional)  

o Physical Abuse 
o Sexual Abuse 
o Violence and Assault to Others 
o Neglect 
o Other 

 
I. SUBSTANCE USE HISTORY 

o Frequency of and amount 
o Drug/alcohol of choice 
o History of use misuse 
o Use patters 
o Consequences of use (legal, familial, educational/vocational, etc.) 
o Periods of Abstinence (when & why) 
o Tolerance level 
o Withdrawal history/potential 
o Influence of living situation on use 
o Other addictive behavior (gambling) 
o IV use 
o Prior evals funding 
o Prior Treatment  
o Family History 

 
J. SEXUAL HISTORY 

o Abuse/Victimization 
o Peer/Romantic relationships 
o First exposure to sex 
o Frequency of and amount of sex 
o Preoccupation/Fantasy 
o Use of arousing materials 

 
K. SEXUAL DEVIANT BEHAVIORS 

o Sexual deviant fantasies 
o Illegal sexual behaviors (past and current) 
o Sexual deviant interests and paraphilias 
o Age of onset of offending behaviors 
o Reinforcements for current behavior 

i. Alcohol/drug use 
ii. Victim access 

o Offender’s understanding of the offense and its impact on the victim 
 

L. SEXUAL PREFERANCE 
o Sexual interests 
o Population they are attracted to (gender, age, etc.) 

i. Current/Past/Potential Victim Characteristics 
1. Age 
2. Gender 
3. Other 

o Level of interest in population attracted to 
o Accessibility to victim(s)/potential victim(s) 
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M. SEXUAL ATTITUDE 
o Belief system as it relates to  

i. Porn 
ii. Females/Women 

iii. Children 
 

N. PSYCHOLOGICAL TESTING  
o Additional needed testing identified during clinical assessment with referrals as necessary 

i. Intelligence testing  
ii. Personality testing  

iii. Multiphasic Sexual Inventory 
iv. Psychopathy Checklist – Revised, PCL-R  
v. Other identified testing needs 

 
O. DIAGNOSTIC/ACTUARIAL SCREENING/ASSESSMENT TOOLS SCORES AND RESULTS  

i. The following constitutes a listing of possible diagnostic, actuarial, or assessments tools available 

for use by the evaluating authority to form clinical impressions, asses risk to reoffend and make 

treatment recommendations. Other applicable tools may be utilized as appropriate 

1. Static 99, 99R and 2002R 

a. Not recommended for use with offenses such as possession of child 

pornography. 

2. Stable 2007 

a. Allowable to use on female offenders- No solid research on use with females. 

b. Can be used with child pornography 

3. Acute 2007 

4. Sex Offender Risk Appraisal Guide, SORAG 

a. Allowable to use to predict risk of violence and sexual re-offense 

5. Risk for Sexual Violence Protocol, RSVP 

a. Appropriate use for internet/child pornography 

b. Assists with determining treatment goals 

6. Violent Risk Scale for Sex Offenders,  

a. Assists with determine levels of supervision 

7. The Affinity Measure of Sexual Interest 
a.  ipsative assessment of sexual interest which combines two overt measures of 

sexual interest with a covert, ‘viewing time’ validity measure. 
b. Designed to enable assessees to report the age and gender of sexual 

preferences in some detail 
 

8. Able Assessment of Sexual Interest 2 or 3 
a. Able 3 measures the sexual interests of adult men and women. The Able 2 

measures sexual interest of boys and girls 
b. Includes six objective measures and 10 self-report measures 
c. Also gathers information about the individuals involvement in abusive or 

problematic sexual behaviors 
9. Clinical Assessment of Attention Deficit Disorder (CAT –A Adult, CAT – C Child) 

a. Assesses a continuum of behaviors across the individual’s lifespan 
10. Structured Assessment of Protective Factors for violence Risk (SAPROF) 

a. assesses protective factors for adult offenders 
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P. MENTAL STATUS EXAM 

o Clients: 

i. Dress 

ii. Eye contact  

iii. Thought process 

iv. Personal hygiene 

v. Behaviors/Mood 

 

CLINICAL IMPRESSIONS (TO BE COMPLETED BY LIMHP OR SUPERVISING PRACTITIONER) 
o Summary of the evaluations 

o Behavior During evaluation 

o Motivation to change 

o Level of denial or defensiveness 

o Personal Agenda 

o Discrepancies of information provided 

o Diagnostic impression  

 Appearance  

 Age gender  

 Race ethnicity 

 Body build 

 Positon 

 Posture  

 Eye contact 

 Dress grooming 

 Manner  

 Attentive to examiner  

o Distinguishing Features 

o Prominent physical abnormalities 

o Emotional facial expression 

o Alertness 

o Motor 

 Agitation 

 Abnormal Movements 

o Speech 

 Rate  

 Volume 

o Affect 

 Appropriateness 

 Observation Mood  
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THOUGHT CONTENT 

o HOMICIDAL IDEATION HISTORY 

 None  

 Previous actions  

 Current thoughts  

 Past thoughts    

 If yes, specify behaviors and/or target:   

 Homicidal Risk Assessment results:   None   Mild  Moderate Severe 
o SUICIDE HISTORY 

 None  Previous attempts             Current thoughts   Past thoughts   

 Suicide Risk Assessment results:     None      Mild  Moderate Severe 

 Family history of suicide (specify):   
 

o PARANOID IDEATION     DELUSIONS      OTHER Major Themes discussed by client 
 
THOUGHT PROCESS 

 Associations 

 Coherence 

 Logic 

 Stream 

 Attention  
PERCEPTION 

 Hallucinations 

 Illusions  
 

Q. DIAGNOSIS  

Current version of the DSM  

R. ASSESSMENT SUMMARY/RECOMMENDATIONS 
o Therapist’s Summary of Assessment/Problems to be addressed 
o Treatment needs and recommendations 
o Risk to reoffend and target population 
o Justification of diagnosis  
o Outcomes Client and Family desire from Treatment/Service Interventions 
o Client response to recommendations  
o Protective factors in place to assist the client in avoiding  
o List of positive assets and vulnerabilities  
o Cultural factors influencing treatments and methods to address 
o Recommended linkages with other community resources 
o Identification of individuals to be involved in the treatment team or community behavior monitoring 

 
 
 

 

 
 

 


